This study examines how organizational and community factors are associated with organizational culture among high Medicaid nursing homes (70% or higher Medicaid census). According to the Competing Values, Framework, there are four types of organizational culture: clan culture (friendly working environment); adhocracy culture (dynamic/creative working environment); market culture (results-based organization); and hierarchy culture (formalized/structured work environment). Survey data from 324 nursing home administrators (30% response rate) from 2017-2018 were merged with secondary data from LTCFocus, Area Health Resource File, and Medicare Cost Reports. The dependent variable consisted of organizational culture type. The independent variables comprised organizational factors (facility has nurse practitioner/physician assistant (NP/PA), RN/LPN/CNA hours per resident day, RN skill mix, ownership, chain affiliation, size, occupancy rate, and Medicare and Medicaid payer mix) and community factors (Medicare Advantage penetration, per capita income, educational level, unemployment rate, poverty level and competition). Multinomial regression results showed that, compared to facilities with hierarchical cultures, those with a market culture have greater odds of having an NP/PA and higher RN skill mix and LPN intensity, but lower odds for RN intensity, Medicaid payer mix, occupancy rate, and Black residents. Also compared to facilities with hierarchical cultures, those with a clan culture have lower odds for having an NP/PA, beds and occupancy rate, but higher odds of being located in communities with lower unemployment and higher Medicare managed care. In conclusion, different organizational cultures are associated with different staffing patterns, as well as organizational and community factors. Previous research has identified that documentation practices during resident transitions from long-term care (LTC) to the emergency department (ED) can be inconsistent or nonspecific, leading to the receipt of inappropriate or insufficient care. When many older adults (>65 years) in LTC have cognitive impairments that make communication difficult and changes in resident health can present ambiguously, consistent documentation becomes particularly critical for the provision of safe, timely and appropriate care. The purpose of this study was to examine documentation practices across care settings related to reason for transfer during transitions of older adults from LTC to the ED. We tracked every resident transfer from 38 participating LTC facilities to two included EDs in two Western Canadian provinces from July 2011 to July 2012. Using case-related data gathered from 637 transitions, we employed qualitative content analysis to categorize whether documentation practices from LTC to the ED were sufficiently reported and clinically consistent. Transitions were defined as consistent when symptomatology, trigger events and diagnoses aligned in a medically-intuitive manner. Inconsistency patterns were further categorized as minor (indicating one outlying symptom/trigger) and major (indicating more than two inconsistencies). Of the total 637 transitions, 2.67% contained too little data to be accurately categorized. The majority of cases (75.82%) of cases had consistent documentation, 13.19% had minor inconsistencies, and 8.32% had major inconsistencies. These results support that shared continuing education for documentation practices should occur across care settings to ensure that documentation practices are sufficient, support a geriatric focus and consider differing clinician perspectives. The proportion of nursing home (NH) residents that have serious mental illness (SMI) has increased over the least two decades. Residents with SMI tend be younger and have different medical needs than traditional residents. To better understand this population, our study examined the facility, staffing, and resident characteristics of NHs that were more likely to specialize in SMI. Utilizing the Certification and Survey Provider Enhanced Reports, low-SMI (N = 3,616) and high-SMI (N = 3,615) NHs were defined as the first and fourth quartile of the distribution of the proportion of SMI residents, respectively. We performed bivariate tests and multivariate logistic regression to compare facility, staffing, resident, and star-ratings characteristics between NHs. High-SMI NHs were less likely to be Not-For-Profit, have fewer beds, have more Medicaidpaying residents, lower registered nurse staffing, and lower certified nurse aide staffing levels (p's<.001). Residents in high-SMI NHs were more likely to require behavioral healthcare (p<.001) and be treated with psychoactive medications (any psychoactive, antidepressants, antipsychotics, anxiolytics (p's<.001), hypnotics (p<.01)). Finally, high-SMI facilities had lower overall quality, health inspection, quality measure, staffing, and registered nurse staffing starratings (p's<.001). High-SMI NHs have characteristics that 510
Previous research has identified that documentation practices during resident transitions from long-term care (LTC) to the emergency department (ED) can be inconsistent or nonspecific, leading to the receipt of inappropriate or insufficient care. When many older adults (>65 years) in LTC have cognitive impairments that make communication difficult and changes in resident health can present ambiguously, consistent documentation becomes particularly critical for the provision of safe, timely and appropriate care. The purpose of this study was to examine documentation practices across care settings related to reason for transfer during transitions of older adults from LTC to the ED. We tracked every resident transfer from 38 participating LTC facilities to two included EDs in two Western Canadian provinces from July 2011 to July 2012. Using case-related data gathered from 637 transitions, we employed qualitative content analysis to categorize whether documentation practices from LTC to the ED were sufficiently reported and clinically consistent. Transitions were defined as consistent when symptomatology, trigger events and diagnoses aligned in a medically-intuitive manner. Inconsistency patterns were further categorized as minor (indicating one outlying symptom/trigger) and major (indicating more than two inconsistencies). Of the total 637 transitions, 2.67% contained too little data to be accurately categorized. The majority of cases (75.82%) of cases had consistent documentation, 13.19% had minor inconsistencies, and 8.32% had major inconsistencies. These results support that shared continuing education for documentation practices should occur across care settings to ensure that documentation practices are sufficient, support a geriatric focus and consider differing clinician perspectives. The proportion of nursing home (NH) residents that have serious mental illness (SMI) has increased over the least two decades. Residents with SMI tend be younger and have different medical needs than traditional residents. To better understand this population, our study examined the facility, staffing, and resident characteristics of NHs that were more likely to specialize in SMI. Utilizing the Certification and Survey Provider Enhanced Reports, low-SMI (N = 3,616) and high-SMI (N = 3,615) NHs were defined as the first and fourth quartile of the distribution of the proportion of SMI residents, respectively. We performed bivariate tests and multivariate logistic regression to compare facility, staffing, resident, and star-ratings characteristics between NHs. High-SMI NHs were less likely to be Not-For-Profit, have fewer beds, have more Medicaidpaying residents, lower registered nurse staffing, and lower certified nurse aide staffing levels (p's<.001). Residents in high-SMI NHs were more likely to require behavioral healthcare (p<.001) and be treated with psychoactive medications (any psychoactive, antidepressants, antipsychotics, anxiolytics (p's<.001), hypnotics (p<.01)). Finally, high-SMI facilities had lower overall quality, health inspection, quality measure, staffing, and registered nurse staffing starratings (p's<.001). High-SMI NHs have characteristics that are associated with lower quality-of-care (e.g., For-Profit, more Medicaid), lower staffing, prescribe more psychoactive medications, and have lower star-ratings. As the SMI population grows, large numbers of SMI residents will concentrate in a few NHs. While further research is needed to understand the implications of these trends, policy-makers must be aware of this population when affecting the resources and staffing of NHs. The goal of this study was to see if whether having exposure to early child adversity predicted inmate status among older adults. Very little research has focused on the relationship between inmate status and older adults, and factors that could predict someone being imprisoned. This study used data from the Health and Retirement Study (2006 -2014) (N = 1,070) to examine this association. We used logit models to test if specific adverse childhood experience and race groups predicted inmate status among community dwellers age 55 and older (M = 72.2, SD = 8.5). More than half of the respondents were female (59%). About 1.9% respondent identified as non-Hispanic other, 7.2 % as Hispanics, 14.2% as non-Hispanic black, and 76.7% as nonHispanic Whites. In terms of former inmate status 14% of the respondent indicated having been an inmate in jail or other correctional facility. Preliminary findings suggest predictors of inmate status were those who had trouble with the law in early adolescent years and those who self-reported as black. Findings from this study could provide insight into how early childhood experiences could predict inmate status in adulthood among older adults. Living Life to the Full 55+ (LLTTF) was an 8-week, 12-hour, community educational program based on CBT principles. The program aim was to teach participant skills and techniques to cope effectively with life stress. Participants self-referred to the program by responding to advertisements or were otherwise referred to the program by local community centres. Following the promising results of the pilot study, a follow-up empirical study was conducted to assess the impact of the program on clinical measures and other notable measures over time. Study participants (N = 514) were recruited at partner sites hosting the program. Demographic and other data was collected to assess the impact of the program. Measures collected to assess the impact of the program were the Beck Depression Inventory (BDI-II), Beck Anxiety Inventory (BAI), Warwick-Edinburgh Mental Well-being Scale (WEMWBS), and a brief measure of loneliness/social connectedness. Participant data was collected pre/post-intervention, and at post-course follow-up periods (3/6/9-months). Preliminary repeated-measures ANOVA analyses found statistically significant changes in depression, anxiety, mental well-being, and loneliness scores, from pre-to post-intervention. Participant' depression, anxiety, and loneliness scores significantly reduced from pre-to post-course. Participants also experienced a significant improvement in mental well-being from pre-to post-course. Observed decreases in loneliness and depression did not significantly change from post-course to any of the follow-up periods. Results suggest the viability of a nonclinical program for addressing depression and loneliness in older individuals, and have implications for community-based strategies attempting to address mental health issues in older Canadians University, Taichung City, Taiwan, 2. Taipei Medical University, Taipei, Taiwan, Taiwan, 3. Taipei Medical University, Taipei City, Taiwan A rapidly increasing older population and changing family structures in Taiwan have resulted in a significant shift in caregiving resources; there are now more older caregivers, and their psychosocial well-being and quality of life may be affected as a result of their new responsibilities. This study used secondary data from the 2018 Survey of Elderly Mental Health (N=1,113) to examine the psychosocial status, resilience, and depression of caregivers who were 65 years old and older. The results showed that the typical older caregiver was 74.15 years old, likely to be married and living with a spouse (63.6%), retired (57.4%), and had a monthly income less than 30,000 NT (30.7%). Compared with caregivers under 65 years of age, older caregivers had higher co-morbidity and lower quality of life as well as greater resilience and higher levels of depression. Both positive emotions (p<0.05) and self-assessed health (p<0.001) were found to be significant variables affecting depression and resilience. And negative emotions (p<0.001) also influenced depression. This study was the first in the nation to tackle issues related to aging caregivers that can identify policy, research, and practice implications to improve the general health and lives of older caregivers. Future research can use the results to explore opportunities for older caregivers that will minimize negative emotions in order to build resilience and combat depression. In rural China, support from children is the traditional network for older adults. Their mental health problem is poorly understood and remains unsolved. The study aims to explore the relationships between older adults' depressive symptoms and characteristics of support from children Innovation in Aging, 2019, Vol. 3, No. S1 
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